Hematoma duodenal · Pancreatite aguda · Obstrução da saída gástrica A 55-year-old alcohol-dependent man presented to the hospital for a 6-day history of epigastric pain radiating to the back, associated with nausea and uncontrollable vomiting. He denied any known coagulation disorder, recent abdominal trauma, or endoscopic/surgical intervention. Physical examination revealed scleral icterus, abdominal distention, and epigastric tenderness. Investigation identified hyperamylasemia (441 IU/L), high creatinine (6.02 mg/dL), and total serum bilirubin (2.89 mg/dL). Abdominal computed tomography (CT) performed without intravenous contrast enhancement showed duodenal distension with spontaneously hyperdense obstructive lesion in the descending duodenum and changes suggesting the presence of acute pancreatitis (Fig.
A 55-year-old alcohol-dependent man presented to the hospital for a 6-day history of epigastric pain radiating to the back, associated with nausea and uncontrollable vomiting. He denied any known coagulation disorder, recent abdominal trauma, or endoscopic/surgical intervention. Physical examination revealed scleral icterus, abdominal distention, and epigastric tenderness. Investigation identified hyperamylasemia (441 IU/L), high creatinine (6.02 mg/dL), and total serum bilirubin (2.89 mg/dL). Abdominal computed tomography (CT) performed without intravenous contrast enhancement showed duodenal distension with spontaneously hyperdense obstructive lesion in the descending duodenum and changes suggesting the presence of acute pancreatitis (Fig. 1) . This was suggestive of an obstructive intramural duodenal hematoma (IDH) in the descending duodenum. A nasogastric decompression was performed, and the patient was kept on nil by mouth and treated with intravenous fluid hydration, parenteral nutrition, and proton pump inhibitor. The patient improved with remission of abdominal pain and vomiting as well as recovery of renal function. Three weeks later, abdominal magnetic resonance imaging demonstrated a marked reduction in the size of the IDH (Fig. 2) .
Spontaneous IDHs of pancreatic origin are rare. IDH was first described by McLauchlan in 1838 [1, 2] . The reason why the duodenum is rarely involved in spontaneous intramural small bowel hematoma remains unclear. Since the duodenum is the shortest part of the small intestine and is fixed and compressed by surrounding extraluminal organs, a duodenal intramural hematoma may be more easily absorbed compared to those in the jejunum or ileum [3] .
IDH usually occurs secondary to blunt abdominal injury, but spontaneous nontraumatic cases have been linked to coagulopathy, coagulating drugs, and endoscopic procedures [1, 2, 4] . However, there are many reports regarding the association of IHD with acute pancreatitis and pancreatic malignancy [2] . In general, CT is the imaging choice for diagnosis of spontaneous intramural small bowel hematoma [2] . Reassessment of the status of the hematoma is generally recommended in 2 weeks following diagnosis and conservative management [2, 4] . Conservative management constituted bowel rest, continuous nasogastric decompression, parenteral nutrition, blood transfusion, and correction of coagulopathy when needed. Surgical intervention is only indicated if there is significant intraluminal hemorrhage, bowel perforation, or an identifiable risk of ischemia [2, 4] .
Both short-term and long-term outcomes are important in the absence of any other concurrent condition [4] . We presented a rare case of a giant IDH of pancreatic origin complicated with gastric outlet obstruction solved with conservative therapy.
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